CLINICAL PRIVILEGES - DIETETICS PROVIDERS

AUTHORITY: Title 10, U.S.C. Chapter 55, Sections 1094 and 1102.
PRINCIPAL PURPOSE: To define the scope and limits of practice for individual providers. Privileges are based on evaluation of the individual’s credentials and performance.
ROUTINE USE: Information on this form may be released to government boards or agencies, or to professional societies or organizations, if needed to license or monitor
professional standards of health care providers. It may also be released to civilian medical institutions or organizations where the provider is applying for staff privileges
during or after separating from the Air Force.
DISCLOSURE IS VOLUNTARY: However, failure to provide information may result in the limitation or termination of clinical privileges.

INSTRUCTIONS

APPLICANT: In Part |, enter Code 1, 2, or 4 in each REQUESTED block for every privilege listed. This is to reflect current capability and should not consider any
known facility limitations. Sign and date the form. Forward the form to your Clinical Supervisor. (Make all entries in ink.)

CLINICAL SUPERVISOR: In Part |, using the facility master privileges list, enter Code 1, 2, 3, or 4 in each VERIFIED block in answer to each requested privilege.
In Part Il, check appropriate block either to recommend approval, to recommend approval with modification, or to recommend disapproval. Sign and date the form.
Forward the form to the Credentials Function. (Make all entries in ink.)
CODES: 1. Fully competent within defined scope of practice. (Clinical oversight of some allied health providers is required as defined in AFI 44-119.)
2. Supervision required. (Unlicensed/uncertified or lacks current relevant clinical experience.)
3. Not approved due to lack of facility support. (Reference facility master privileges list.)
4. Not requested/not approved due to lack of expertise or proficiency, or due to physical disability or limitation.

CHANGES: Any change to a verified/approved privileges list must be made in accordance with AFI 44-119.

NAME OF APPLICANT (Last, First, Middle Initial)

NAME OF MEDICAL FACILITY

LIST OF CLINICAL PRIVILEGES - DIETETICS PROVIDERS

Requested Verified

Requested

Verified

A. REGISTERED DIETITIAN

4. Therapies (continued)

1. Evaluation

g. Gastrointestinal nutrition management

a. Conduct nutritional assessment

h. Lipid nutrition management

b. Diagnose/classify clinical nutritional
category

i. Diabetic nutrition management

c. Recommend referral to community
support programs (WIC, community
support programs, HAWCSs)

j. Renal nutrition management

k. Nutrition support

I. Miscellaneous and test diets

d. Evaluate appropriateness of self-referral
for diet therapy/nutrition education

5. Other (Specify)

a.
e. Medical disposition according to b.
established protocol (podiatry, optometry) c.

2. Procedures

a. Conduct anthropometric measurements

B. CERTIFIED NUTRITIONAL SUPPORT DIETITIAN
(In addition to Section A)

b. Conduct bioelectric impedance

1. Order indirect calorimetry studies

c. Conduct indirect calorimetry

2. Other (Specify)

3. Order a.
a. Diet as per verbal orders of physician b.
b. Modification in consistency within diet order c.

c. Addition of high calories/protein
supplements/snacks

C. CERTIFIED DIABETIC EDUCATOR

1. Therapies

d. Weight/height

e. Calorie count

a. Regulate insulin and nutritional therapy
(IAW established protocol)

f. Inpatient/outpatient labs appropriate for
biochemical assessment and nutrition

b. Educate on use of glucometer

therapy c. Educate patient on self-administering

4. Therapies d. Adjust physician-prescribed diabetes

a. Prenatal medications (IAW established protocol)

b. Geriatric nutrition management 2. Other (Specify)

c. Weight management/behavior modification a.

d. Modified consistency b

e. Pediatric nutrition management c.

f. Psychiatric nutrition management d

SIGNATURE OF APPLICANT

DATE

AF FORM 3930, 20020505 (EF-V1)

PREVIOUS EDITION IS OBSOLETE
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CLINICAL PRIVILEGES — DIETETICS PROVIDERS (Continued)

CLINICAL SUPERVISOR'S RECOMMENDATION

|:| RECOMMEND APPROVAL

D RECOMMEND APPROVAL WITH MODIFICATION
(Specify below)

D RECOMMEND DISAPPROVAL
(Specify below)

SIGNATURE OF CLINICAL SUPERVISOR (Include typed, printed, or stamped signature block)

DATE

AF FORM 3930, 20020505 (EF-V1)
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